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The  Mental 
Health  Patient 
Advocate  Office 


Established  under  Part  Six  of  the  Mental  Health  Act,  the  Mental  Health 
Patient  Advocate  Office  serves  as  a resource  to  the  psychiatric  community 
— assisting  patients  in  designated  mental  health  facilities  to  understand 
and  exercise  their  rights,  and  investigating  concerns  or  complaints  relating  to 
certified  patients  involuntarily  detained  under  the  Act.  The  Patient  Advocate 
reports  directly  to  the  Minister  of  Health,  who  in  turn  is  statutorily  required  to 
lay  copies  of  the  Advocate’s  annual  reports  before  the  Legislative  Assembly. 

The  Patient  Advocate  Office  is  centrally  located  in  downtown  Edmonton  and 
serves  the  entire  province.  Anyone  may  contact  the  office  regarding  inquiries, 
concerns  or  complaints  on  behalf  of  any  person  who  is  a current  or  former  formal 
patient;  or  for  the  purpose  of  obtaining  general  information  pertaining  to  psychi- 
atric patients  and  services.  Formal  patients  are  persons  who  are  or  who  have  been 
involuntarily  detained  in  designated  mental  health  facilities  under  two  admission 
or  two  renewal  certificates  as  prescribed  in  the  Mental  Health  Act.  If  it  is  uncer- 
tain whether  an  individual  who  is  the  subject  of  concern  has  been  formally 
certified,  the  Patient  Advocate  Office  may  be  contacted  directly  and  will  ascertain 
the  legal  status  of  the  patient.  Telephone  inquiries  may  be  made  to  the  Edmon- 
ton office  at  422-1812;  calls  from  locations  outside  the  Edmonton  area  may  be 
placed  free  of  long-distance  charges  through  local  Alberta  Government  RITE 
operators.  Written  contacts  should  contain  as  much  detailed  information  as 
possible,  be  marked  ‘confidential’  and  mailed  to: 

Office  of  the  Mental  Health  Patient  Advocate 

12th  Floor,  Centre  West  Building 

10035  - 108  Street 

Edmonton,  Alberta 

T5J  3E1. 

If  an  issue  presented  is  jurisdictional,  the  office  will  make  all  inquiries  and  inves- 
tigations necessary  to  resolve  the  matter,  and  has  authority  to  engage  the  occa- 
sional services  of  lawyers,  psychiatrists  or  other  persons  to  assist  in  the  process 
when  deemed  appropriate.  Should  the  office  not  have  jurisdiction  to  pursue  the 
matter,  general  advice  may  be  provided  by  way  of  informal  assistance  and/or  a 
referral  made  to  the  most  relevant  resource  having  authority  to  deal  with  the 
problem.  All  contacts  are  conducted  in  strict  confidence,  and  the  Patient  Advo- 
cate Office  will  not  disclose  information  pertaining  to  any  aspect  of  investigative 
activity  except  as  required  by  law  or  by  the  performance  of  its  duties  under  the 
Mental  Health  Act  and  Patient  Advocate  Regulation. 
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MISSION  STATEMENT 

To  serve  as  a resource  to  psychiatric  patients  by: 

• Assisting  formal(certified)  patients  involuntarily 
detained  in  facilities  designated  under  the 
Mental  Health  Act  to  understand  and  exercise 
their  rights; 

• Investigating  and  facilitating  redress  for 
concerns  and  complaints  relating  to  formal 
psychiatric  patients,- 

• Assessing  and  recommending  revision  to 
facility  procedures  for: 

• Admitting  persons  detained  under  the 
Mental  Health  Act; 

• Informing  formal  patients  of  their  rights,- 

• Providing  information  as  required  by  the  Act 
to  guardians,  relatives  or  designates  of  formal 
patients; 

• Advocating  for  amendments  to  mental  health 
and  other  protective  legislation  as  these  relate 
to  formal  patients,- 

• Offering  a consumer  oriented  source  of 
information  to  psychiatric  patients  and  others 
acting  on  their  behalf; 

• Supporting  client  perspectives  in  the 
development  and  implementation  of  mental 
health  policies  and  procedures,- 

• Promoting  public,  professional  and  consumer 
awareness  of  rights  related  issues  in  mental 
health. 


Preliminary 

Remarks 


1 992  witnessed  a stabilization  of  case  activity  levels  for  the  Patient  Advocate 
Office.  The  number  of  new  cases  or  files  opened  during  the  year  was  higher 
than  that  noted  for  the  office’s  inaugural  year,  but  lower  than  that  observed 
for  the  last  reporting  period.  Similarly,  the  number  of  issues  addressed  by  the 
office  fell  between  the  figures  reported  for  1990  and  1991.  In  contrast  to  the 
unforeseen  case  activity  increases  observed  last  year,  this  leveling  off  was  antici- 
pated on  the  basis  of  the  relatively  stable  formal  patient  population  numbers 
noted  over  this  same  time  period.  Actually,  the  number  of  psychiatric  patients 
formally  certified  and  involuntarily  detained  in  designated  mental  health  facilities 
at  any  given  time  appears  to  have  declined  slightly  to  just  over  200  — down  from 
the  figures  of  250  and  240  documented  for  1990  and  1991  respectively.  These 
data  derive  from  information  gathered  directly  by  this  office,  however;  noted 
differences  may  reflect  the  rather  limited  statistical  sampling  methods  used,  or 
they  may  simply  represent  normal  year-to-year  fluctuations  in  psychiatric  in- 
patient populations. 

The  numbers  of  investigative  and  follow-up  contacts  required  to  ‘resolve’  case 
related  matters  were  also  reduced  from  last  year’s  figures.  This  probably  reflects 
both  fewer  recidivist  callers  and  less  complex  matters  being  presented  to  and 
addressed  by  the  office  as  compared  with  1991.  Most  of  the  remaining  statistical 
data  compiled,  however,  reveal  surprisingly  close  consistency  across  all  three  years 
since  this  office’s  inception.  The  only  other  variation  of  note  is  a decline  in 
incoming  telephone  inquiries  during  1992  in  favour  of  an  offsetting  increase  in 
the  proportion  of  ‘personal’  case  contacts.  The  latter  are  occasioned  primarily  by 
the  proactive  visits  routinely  made  by  Patient  Advocate  Office  staff  to  designated 
psychiatric  units  around  the  province.  These  on-site  patient  contacts  increased 
slightly  in  frequency  over  the  past  year,  and  these  latter  figures  underline  the 
importance  of  continuing  to  enhance  our  accessibility  by  proactively  initiating 
contacts  with  involuntarily  detained  patients  requiring  the  assistance  and  support 
of  the  Patient  Advocate  Office. 

While  case  activity  per  se  appears  to  have  stabilized  somewhat,  resource  service 
demands  on  the  office  clearly  have  not.  The  office  recorded  very  significant 
increases  in  non-case  related  resource  contacts  during  1992  over  those  docu- 
mented for  both  previous  years  of  operation.  This  is  both  rewarding  and  encour- 
aging, for  the  office  has  strived  to  develop  an  image  which  captures  more  than 
merely  functioning  as  a ‘complaints  office’  for  psychiatric  in-patients  by  serving 
as  a viable  resource  on  a wide  range  of  consumer  related  matters  concerning  the 
mental  health  community. 

Continuing  challenges  confronting  the  office  have  remained  largely  unchanged 
from  those  presented  in  previous  reports.  Effective  access  to  the  system’s  formal 
patient  population  who  are  often  reluctant  or  unable  to  initiate  contact  on  their 
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own  behalf;  and  difficulties  deriving  from  current  constraints  on  the  psychiatric 
in-patient  clientele  served  by  this  office  remain  primary  and  ongoing  concerns. 
Approximately  one-third  of  all  issues  presented  to  this  office  continue  to  be  non- 
jurisdictional  — often  since  these  emanate  from  informal  (voluntary)  patients, 
those  being  held  under  only  one  admission  certificate,  or  patients  detained  in 
designated  mental  health  facilities  under  authorities  other  than  the  Mental 
Health  Act.  The  Patient  Advocate  lacks  authority  to  pursue  these  matters  in 
formal  fashion,  but  every  attempt  is  made  to  suggest  alternate  courses  of  action 
and,  where  appropriate,  referrals  are  made  to  other  agencies  possibly  having 
authority  to  deal  with  the  matter.  Problems  posed  by  these  restrictions  were 
outlined  in  the  initial  (1990)  Annual  Report,  and  have  yet  to  be  addressed  pend- 
ing amendments  to  the  Mental  Health  Act  and  associated  Regulations. 

Other  difficulties  pertain  to  this  legislation  as  well.  Rights  related  concerns 
regarding  both  minors  and  persons  involuntarily  detained  under  only  one  admis- 
sion certificate,  and  gaps  in  the  consent  provisions  for  formal  patients  deemed 
incompetent  to  make  their  own  treatment  decisions  are  examples  of  the  numer- 
ous topics  on  which  over  twenty  recommendations  have  been  made  by  this  office 
for  consideration  at  such  time  as  amendments  to  the  Mental  Health  Act  and 
Regulations  come  up  for  review. 

No  changes  have  been  made  during  the  year  to  the  number  of  hospitals  desig- 
nated under  the  Mental  Health  Act.  A complete  listing  of  the  fourteen  facilities 
in  the  province  having  authority  to  admit  and  involuntarily  detain  formal  psychi- 
atric patients  is  provided  in  the  Appendices.  Previous  reports  from  this  office 
have  alluded  to  the  complete  and  courteous  cooperation  from  these  designated 
facilities  with  which  we  interact  in  the  course  of  dealing  with  patients’  collective 
concerns;  these  positive  working  relationships  have  continued  throughout  1992. 
Staff  in  numerous  facilities  have  also  availed  themselves  of  this  office’s  consulta- 
tive and  resource  services  — seeking  opinions  on  matters  of  possible  confusion  or 
sensitivity.  The  Patient  Advocate  Office  does  not  presume  to  offer  legal  advice  or 
to  promulgate  health  policy;  referrals  to  practicing  legal  counsel  or  to  the  appro- 
priate branch/division  of  Alberta  Health  are  made  for  those  purposes.  But  we  are 
pleased  to  be  consulted  for  suggestions  pertaining  to  patients’  perspectives  — 
particularly  with  respect  to  rights  related  matters  in  the  planning  and  provision  of 
mental  health  services  across  the  province. 

If  one  were  to  ask  what  succinct  and  (hopefully)  sage  advice  this  office  might 
offer  for  front-line  caregivers,  we  would  probably  belabour  the  obvious  by  sug- 
gesting that  staff ‘Try  — just  a little  harder  — to  walk  in  their  patients’  shoes’. 
Most  facility  personnel  are  extremely  diligent  in  attempting  to  be  sensitive  and 
responsive  to  clients’  concerns  despite  the  myriad  of  clinical,  administrative  and 
bureaucratic  demands  placed  on  their  professional  time.  But  if  we  have  had 
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anything  repeatedly  reinforced  ‘ad  infinitum’  in  our  collective  experience  of 
dealing  with  patient  problems  over  the  past  three  years,  it  is  the  observation  that 
psychiatric  patients  — particularly  involuntary  in-patients  — do  indeed  perceive 
events  very  differently  than  do  their  ‘companion’  caregivers.  Even  everyday 
‘routine’  medication  administrations,  for  example,  are  at  times  seen  as  ‘punish- 
ment’ as  opposed  to  prevention  or  therapy  — especially  in  the  eyes  of  an  angry, 
frightened,  disoriented  patient  who  is  detained  against  his/her  wishes  in  what  is 
often  seen  to  be  an  ‘alien’  environment.  We  noted  in  a previous  report  that  what 
seems  significant  to  someone  who  has  the  freedom  of  choice  to  come  and  go  at 
will,  and  what  is  important  to  an  individual  whose  activities  are  almost  entirely 
regimented  by  the  facility  in  which  he/she  is  unwillingly  compelled  to  reside,  can 
truly  be  worlds  apart.  Thus,  taking  that  extra  moment  to  interpret  daily  routines 
from  patients’  perspectives  — to  explain  in  advance  the  rationales  underlying 
medication  regimes,  seclusion  policies  or  unit  administrative  practices  might 
mitigate  significantly  against  many  common  misperceptions  by  patients  that  staff 
are  occasionally  uncaring  or  that  rules  are  invariably  arbitrary.  Such  ‘front-line’ 
advocacy  can  accomplish  much  by  way  of  creating  and  maintaining  the  sensitive, 
caring  environments  that  we  all  strive  to  attain  for  enhancing  the  respect  and 
dignity  of  clients  we  serve. 
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The  Patient  Advocate  Office  recorded  350  non-case  related  resource  contacts 
during  the  year,  up  107  per  cent  over  those  documented  for  1991.  Resource 
contacts  comprise  both  office  initiated  and  response  related  activities  in 
which  the  office  is  utilized  as  an  information  source  for  generic  or  systemic  issues 
often  involving  more  than  one  individual  or  subject  of  call.  Case  files  are  not  usually 
opened  in  these  instances. 

Over  one  third  of  these  resource  service  requests  came  from  concerned  citizens;  the 
remainder  emanated  from  a diverse  range  of  agencies  including  government  depart- 
ments, legal  offices,  professional  associations,  consumer  organizations  and  health  or 
social  service  providers  across  the  province.  A few  of  these  agencies  have  received 
written  submissions  from  the  Patient  Advocate  Office  by  way  of  contributing  input 
to  ongoing  initiatives  and  endeavours.  By  way  of  examples,  one  such  document  was 
directed  to  the  Alberta  College  of  Physicians  and  Surgeons  Committee  on  Sexual 
Exploitation  in  Professional  Relationships.  Another,  sent  to  the  Law  Reform  Insti- 
tute of  Alberta,  contained  recommendations  to  that  organization’s  discussion  report 
on  the  proposed  Advance  Directives  and  Substitute  Decision  Making  in  Personal 
Health  Care  Bill.  Finally,  continued  communications  have  been  maintained  with 
numerous  health,  legal,  social  service  and  advocacy  agencies  in  other  provincial 
jurisdictions;  several  of  these  have  been  cited  in  earlier  reports.  A listing  of  the 
collective  facility,  agency,  media  and  government  office  contacts  made  over  the  year 
— both  proactive  and  case  related  — is  provided  in  the  Appendices. 

As  in  previous  years,  most  facilities  designated  under  the  Mental  Health  Act  have 
received  on-site  visits  for  the  purposes  of  meeting  with  patients  and  staff,  both 
individually  and  collectively.  Only  a few  facilities  in  the  province  which  serve 
relatively  small  numbers  of  formal  psychiatric  patients  are  not  personally  attended 
on  at  least  an  annual  basis.  Upon  routine  notification  from  the  Medical  Examiner’s 
Office,  Patient  Advocate  Office  personnel  also  continue  to  attend  fatality  inquiries 
resulting  from  the  deaths  of  formal  patients  in  provincial  mental  health  facilities. 
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Activity  Summary 
Case  Work 


Overall  case  activity  reflected  a total  of  368  initial  case  contacts  or  files 

opened  during  1992,  a figure  up  from  the  number  documented  for  1990 
but  down  from  that  recorded  last  year.  Similarly,  the  number  of  indepen- 
dent issues  addressed  by  the  office  over  the  year  fell  between  the  figures  recorded 
for  1990  and  1991  respectively.  These  latter  926  documented  items  represent  an 
average  of  2.3  issues  per  case  file,  and  are  down  ten  per  cent  from  last  year  but  up 
about  twenty  per  cent  over  the  number  of  issues  dealt  with  during  1990.  As  in 
previous  reports,  the  above  figures  do  not  include  recidivist  service  requests  from 
complainants  continuously  contacting  the  office  on  a frequent  and  repetitive 
basis.  Nor  do  they  include  internal  case  conferences,  business  meetings  related  to 
office  operations,  or  caucus  sessions  dealing  with  systemic  matters  which  can 
occasionally  arise  from  collective  case  activity. 

1992  brought  a similarly  wide  range  of  issue  topics  to  the  office’s  attention  as  was 
witnessed  during  the  previous  two  years.  Once  again,  by  far  the  most  frequently 
cited  concerns  involved  certification  procedures  for  committed  patients  and 
concomitant  rights  related  inquiries  associated  with  involuntary  detention. 
Treatment  matters  and  review  or  appeal  procedures  for  formal  patients  also 
comprised  frequently  presented  areas  of  common  concern. 

The  total  number  of  personal,  written  or  telephone  case  related  contacts  engaged 
in  during  the  course  of  addressing  such  issues  over  the  year  was  1,280.  This 
figure  results  in  an  overall  mean  of  about  3.5  contacts  per  file  — down  slightly 
from  the  four  contacts  per  file  average  observed  in  1991.  As  suggested  earlier,  this 
reduction  probably  reflects  less  complex  matters  being  presented  to  and  addressed 
by  the  office,  coupled  with  fewer  repetitive  contacts  from  recidivist  callers  over 
the  course  of  the  year. 

Unlike  the  dramatically  increased  resource  service  activities  reported  in  the 
preceding  section,  these  case  work  figures  — as  well  as  the  additional  data  break- 
downs to  follow  — reveal  a rather  remarkable  consistency  in  both  the  nature  and 
levels  of  case  activity  for  the  office  over  its  first  three  years  of  operation.  Noted 
differences  probably  reflect  normal  year-to-year  variances  which  are  unlikely  to 
change  significantly  in  the  absence  of  either  formal  patient  population  variations 
or  modifications  to  the  office’s  operating  mandate.  The  annualized  data  pre- 
sented in  the  following  graphs  and  tables  delineate  various  breakdowns  of  overall 
case  activity;  where  required,  these  data  are  accompanied  by  appropriate  defini- 
tions and  interpretive  comments. 
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FIGURE  I provides  a breakdown  of  sources  for  initial  case  contacts  — showing 
the  numbers  and  proportions  from  patients  themselves,  family  members  and 
agencies  on  their  behalf,  or  other  alternative  sources  (friends,  neighbors,  other 
patients,  concerned  citizens,  etc.).  The  proportions  presented  here  are  almost 
identical  with  the  parallel  data  summarized  in  last  year’s  report. 


Figure  1 


Sources  of  Initial  Case  Contact 
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FIGURE  II  simply  illustrates  the  mode  or  manner  of  the  above  initial  case  contacts. 
In  this  instance,  one  of  the  few  notable  variances  from  the  1991  data  is  an  eight  per 
cent  reduction  in  the  proportion  of  incoming  ‘telephone’  inquiries,  coupled  with  a 
ten  per  cent  increase  in  the  proportion  of ‘personal’  case  contacts.  The  latter  derive 
primarily  from  our  periodic  pre-arranged  visits  to  designated  psychiatric  hospitals. 
These  on-site  attempts  to  proactively  initiate  contact  with  formal  patients  involun- 
tarily detained  in  designated  mental  health  facilities  also  account  for  over  one  third 
of  the  ‘self  sources  of  initial  case  contact  presented  in  Figure  I. 


Figure  1 1 


Telephone  Personal  Written 
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FIGURE  III  describes  the  categories  of  legal  status  for  subjects  of  call  in  case  activity 
during  the  year.  As  in  previous  reports,  the  term  ‘subject  of  call’  refers  to  patients  for 
whom  files  have  been  opened  and  not  necessarily  to  the  callers  or  referral  sources 
involved,  although  in  most  instances  these  individuals  are  one  and  the  same.  The 
phrase  ‘other  involuntary’  denotes  patients  under  compulsory  detention  in  desig- 
nated psychiatric  facilities  by  way  of  remand  orders,  Lieutenant  Governor  warrants, 
compulsory  care  orders  or  single  admission  certificates  pursuant  to  the  Mental 
Health  Act.  None  of  these  patients  are  jurisdictional  for  this  office  unless  they 
become  fully  certified  under  the  Act.  The  term  ‘other’  simply  represents  a catch-all 
category  for  subjects  of  call  not  falling  into  any  of  the  other  classifications;  for  the 
most  part,  it  reflects  persons  not  currently  in  hospital  and  for  whom  previous 
admission  histories  are  not  known.  Once  again,  the  proportions  presented  here  are 
almost  identical  to  those  provided  for  similar  data  in  the  1991  report.  For  the  third 
successive  year,  only  about  one  half  of  all  incoming  service  requests  involve  formal 
patients  currendy  detained  in  designated  mental  health  facilities. 


Figure  III 


Subjects  of  Call 
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FIGURE  IV  categorizes  the  major  types  of  issues  addressed  over  the  year. 
Consistent  with  previous  years’  findings,  just  over  one  half  of  all  issues  pre- 
sented to  the  office  are  predominantly  legal  in  nature.  This  observation  reflects 
an  ongoing  preponderance  of  rights  related  concerns  centering  around  the 
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detention  and  treatment  provisions  of  the  Mental  Health  Act,  and  also  under- 
lines that  many  other  matters  dealt  with  continue  to  entail  associated  legal 
implications.  All  other  proportions  presented  in  FIGURE  IV  are  also  conso- 
nant with  the  equivalent  data  outlined  in  previous  reports.  A more  detailed 
listing  of  the  most  frequently  cited  issues  within  each  of  the  prescribed  catego- 
ries is  provided  in  the  Appendices. 


Figure  IV 
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TABLE  I speaks  to  the  disposition  of  issues  addressed  during  1992  — illustrating 
outcomes  independently  for  jurisdictional  as  opposed  to  non-jurisdictional 
matters.  Of  the  926  independent  issues  presented  to  the  office,  640  or  69  per 
cent  were  jurisdictional.  This  proportion  — along  with  all  others  outlined  in 
TABLE  I — are  again  closely  consistent  with  the  parallel  data  presented  for  both 
of  the  first  two  years  of  operation. 

For  the  third  consecutive  year,  over  one  half  of  all  presenting  problems  were 
‘Resolved’.  As  in  former  reports,  this  does  not  necessarily  denote  complete  con- 
sumer satisfaction  in  virtually  all  instances,  but  rather  reflects  tangible  actions  and 
outcomes  which  capture  all  that  might  reasonably  be  expected  or  accomplished 
by  an  advocacy  service  relative  to  the  matter  at  hand. 
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Table  I 

Issues  — Disposition 


Period  January  1,  1992  — December  31,  1992 


Non- 


Disposition 

Jurisdictional 

Jurisdictional 

Total  No. 

% 

R 

477 

50 

527 

56.9 

U 

19 

0 

19 

2.1 

D 

20 

8 

28 

3.0 

D&R 

117 

221 

338 

36.5 

NR/NA 

6 

6 

12 

11 : 1.3 

NR/RNF 

1 

1 

2 

0.2 

Total  Issues 

640 

286 

926 

100 

Legend: 

R — Resolved 

(fully  or  partially;  see  previous  note) 

U — Unsubstantiated 

(verification  not  obtained,  or  issue  remains  sufficiently  undefined  as  to  preclude  pursuit) 

D — Discontinued 

(enquiries/investigation  dropped  by  the  office  or  complainant  due  to  lack  of  ability/need  to  further  pursue;  this  can 
include  an  inability  to  establish  jurisdiction) 

D&R  — Declined  and  Referred 

(pertains  primarily  to  non-jurisdictional  issues  when  information  or  informal  assistance  are  inappropriate  or  insufficient  to 
resolve  the  matter;  for  jurisdictional  concerns,  denotes  either  that  the  patient  is  capable  of  pursuing  remedy  via  established 
mechanisms  but  has  made  no  attempts  to  do  so,  or  that  ultimate  resolution  is  beyond  the  scope  of  office  authority) 
NR/NA  — Not  Resolved 
(remedy  not  available) 

NR/RNF  — Not  Resolved 

(recommendations  not  acted  upon,  or  investigation/follow-up  not  yet  completed) 

Consistent  with  previous  reports,  the  bulk  of  remaining  issues  were  ‘Declined  and 
Referred’  to  other  sources  of  redress.  It  should  be  noted,  however,  that  not  all  such 
‘Decline  and  Refer’  dispositions  related  to  non-jurisdictional  matters.  Of  the  just 
over  36  per  cent  of  issues  accorded  such  dispositions,  over  one  third  in  turn  dealt 
with  problems  falling  within  the  Advocate’s  legislated  mandate  for  formal  pursuit. 
These  latter  dispositions  directly  reflect  a couple  of  this  office’s  fundamental  operat- 
ing tenets.  Responsible  advocacy  both  allows  the  system  opportunities  to  rectify  its 
oversights,  and  empowers  the  clientele  served  by  ‘helping  others  to  help  themselves’ 
as  a preferred  means  of  offering  assistance.  It  is  occasionally  the  case  that  complain- 
ants have  not  even  attempted  to  present  their  concerns  to  appropriate  authorities  for 
possible  resolution,  often  because  internal  mechanisms  of  redress  are  not  thought  to 
be  available  or  effective.  We  are  committed  to  the  view  that  principal  party  problem 
resolution  remains  preferable  whenever  feasible,  and  thus  this  office  invariably 
encourages  and  assists  such  approaches  in  initial  instances  — actively  pursuing 
matters  independently  only  after  opportunities  for  internal  remedy  have  failed  to 
produce  timely,  reasonable  or  satisfactory  outcomes. 
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Agency  Contacts 


Government  Departments  and  Agencies: 

Alberta  Attorney  General 

• Chief  Medical  Examiner 

• Civil  Law  Division 

• Family  Court  Services 

• Public  Trustee 

Alberta  Family  and  Social  Services 

• Appeal  and  Advisory  Secretariat 

• Assured  Income  Programs 

• Children’s  Advocate 

• Legislative  Planning  Division 

• Public  Guardian 

• Regional  Offices 

• Seniors  Advisory  Council 

• Staff  Development  Division 

Alberta  Health 

• Acute  and  Long  Term  Care  Division 

• Deputy  Minister 

• Finance  and  Administration  Division 

• Health  Facilities  Review  Committee 

• Human  Resources  Division 

• Mental  Health  Division 

• Minister 

• Policy  and  Planning  Services  Division 

• Public  Communications  Branch 

• Regional  Mental  Health  Clinics 

• Review  Panel  Chairpersons 

Alberta  Labour 

• Building  Standards  Branch 

• Human  Rights  Commission 

Alberta  Solicitor  General 

• Law  Enforcement  Division 

Liberal  Opposition 

Provincial  Ombudsman 

Workers’  Compensation  Board 

British  Columbia  Ministry  of  the  Attorney  General 

• Public  Trustee 
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British  Columbia  Ministry  of  Health 

• Mental  Health  Division 

Facilities: 

• Alberta  Hospital  Edmonton 

• Alberta  Hospital  Ponoka 

• Calgary  General  Hospital 

• Edmonton  General  Hospital 

• Foothills  General  Hospital:  Calgary 

• Fort  McMurray  Regional  Hospital 

• Grey  Nuns  Hospital:  Edmonton 

• Holy  Cross  Hospital:  Calgary 

• Lethbridge  Regional  Hospital 

• Medicine  Hat  Regional  Hospital 

• Misericordia  Hospital:  Edmonton 

• Nova  Scotia  Hospital:  Dartmouth,  Nova  Scotia 

• Queen  Elizabeth  II  General  Hospital:  Grande  Prairie 

• Riverview  Hospital:  Coquitlam,  British  Columbia 

• Rockyview  Hospital:  Calgary 

• Royal  Alexandra  Hospital:  Edmonton 

• St.  Paul  General  Hospital 

• University  of  Alberta  Hospitals:  Edmonton 

Community  Agencies  and  Organizations: 

• Alberta  Community  Therapists 

• Alberta  Mental  Health  Nurses  Interest  Group: 

• Calgary 

• Edmonton 

• Alberta  Pharmaceutical  Association 

• Boys  and  Girls  Club  of  Edmonton 

• British  Columbia  Health  Association 

• Canada  Employment  Centre:  Edmonton 

• Canadian  College  of  Health  Service  Executives:  Ottawa,  Ontario 

• Canadian  Institute  of  Law  and  Medicine:  Toronto,  Ontario 

• Canadian  Mental  Health  Association: 

• Provincial  Office 

• Regional  Offices 

• Winnipeg,  Manitoba 

• Catholic  Social  Services:  Edmonton 

• Central  Assessment  and  Placement  Services:  Edmonton 

• Centre  for  Women:  Edmonton 


• Citizen’s  Commission  on  Human  Rights: 

• Alberta 

• British  Columbia 

• College  of  Physicians  and  Surgeons  of  Alberta 

• College  of  Psychologists  of  British  Columbia 

• Community  Connections:  Edmonton 

• Distinctive  Employment  Counseling  Services:  Edmonton 

• Edmonton  Autism  Society 

• Edmonton  Home  Care  Services 

• Edmonton  Police  Services 

• Edmonton  Regional  Day  Center  Society 

• Excel  Resources  Society:  Edmonton 

• Fort  McMurray  Health  Unit 

• French  Multi-Cultural  Association:  Edmonton 

• Health  and  Welfare  Canada:  Ottawa,  Ontario 

• Inter-Agency  Social  Workers  Group:  Edmonton 

• Inter-Hospital  Designation  Committee:  North-Central  Alberta 

• Landlord  and  Tenant  Advisory  Board:  Edmonton 

• Law  Reform  Institute  of  Alberta 

• Legal  Aid  Society  of  Alberta 

• People  First:  Edmonton 

• Psychiatric  Patient  Advocate  Office:  Toronto,  Ontario 

• St.  Albert  Association  for  Persons  with  Disabilities 

• Schizophrenia  Society  of  Alberta 

• Southern  Alberta  Individual  Planning  Association:  Lethbridge 

• University  of  Alberta: 

• Faculty  of  Law 

• Faculty  of  Nursing 

Individual  and  Media  Resource  Contacts: 

• Calgary  Herald 

• Edmonton  Journal 

• Globe  and  Mail:  Toronto,  Ontario 

• Monday  Magazine:  Victoria,  British  Columbia 

• Private  citizens  (130) 

• Representatives  of  the  legal  community  (14) 
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Issues 


The  following  is  an  abbreviated  roster  of  the  most  prevalent  issues  addressed 
during  1992.  Overall,  the  predominant  problem  areas  presented  to  the  office 
remained  quite  similar  to  that  observed  for  the  previous  two  years  of  operation. 
Only  a few  of  the  most  frequently  cited  topics  within  each  of  the  prescribed 
categories  are  listed;  items  marked  ***  denote  exceptionally  common  areas  of 
concern. 

Legal: 

• Allegations  of  abuse  or  undue  force 

• Apprehension 

•*  Commitment/certifi cation  procedures: 

• certificate  copies  delayed  or  not  received 

• certificate  information/notification 

• rights  information  re  certification 

•*  Compulsory  medications 

• Confidentiality  of  patient  records 

•*  Involuntary  detention  and  associated  rights 
•*  Legal  representation 

• Records  access 
•*  Review  Panels: 

• appeals  to  Court  of  Queen’s  Bench 

• notice  of  hearing  date 

• procedures 

•*  Treatment  rights: 

• competent  formal  patients 

• incompetent  formal  patients 
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Clinical: 


• Complaints  against  doctors 

• Diet 

• Discharge  plans 

•*  Hospital  privileges: 

• leaves  (passes  for) 

• limitations 

• Second  medical  opinion 

• Telephone  access 

• Transfer  requests  (internal) 

•*  Treatment: 

• general 

• medication  concerns 

Administrative: 

•*  Change  of  doctors 

• Complaints  against  non-medical  staff 

• Missing/withheld  personal  effects 

• Services  of  other  agencies 

• Smoking  policies 

• Transfer  requests  (external) 

Social/Financial: 

• Discharge  plans 

•*  Financial  assistance 

• Personal  effects  required 

• Security  (external) 

Other: 

•*  Patient  Advocate  Office  (information) 
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Your  Rights  Under  The  Mental  Health  Act 

If  you  are  a formal  (involuntary)  patient  under  the  Mental  Health  Act  you  have 
numerous  rights.  The  Mental  Health  Patient  Advocate  Office  has  summarized  a 
few  of  these  rights  for  your  information. 

Rights  Regarding  Your  Detention 

You  have  the  right  to  be  informed  of  the  reasons  for  your  involuntary  detention, 
and  to  receive  copies  of  your  admission  or  renewal  certificates. 

You  have  the  right  to  appeal  being  kept  in  hospital  against  your  will  by  applying 
to  the  Review  Panel. 

The  hospital  will  provide  you  with  the  name  and  address  of  the  Review  Panel 
Chairman,  an  application  for  review  (Form  12),  and  any  assistance  you  may 
require  in  making  your  application  to  the  Review  Panel. 

You  and  your  lawyer  have  the  right  to  be  present  when  evidence  is  given  at  the 
Review  Panel  hearing,  and  to  question  any  person  who  gives  evidence. 

You  have  the  right  to  appeal  a decision  of  the  Review  Panel  to  not  cancel  your 
admission  or  renewal  certificates. 

Rights  Regarding  Your  Treatment 

You  have  the  right  to  refuse  a treatment  if  you  are  mentally  competent  to  make 
your  own  treatment  decisions. 

If  you  object  to  treatment,  your  doctor  may  apply  to  the  Review  Panel.  The 
Review  Panel  will  review  your  situation,  and  either  support  your  objection  or 
support  your  doctor’s  application  for  a compulsory  treatment  order. 

You  have  the  right  to  apply  to  the  Review  Panel  for  a hearing  to  appeal  your 
doctor’s  certificate  (Form  1 1)  stating  that  you  are  not  mentally  competent  to 
make  your  own  treatment  decisions. 

You  and  your  lawyer  have  the  right  to  be  present  when  evidence  is  given  at 
Review  Panel  hearings,  and  to  question  any  person  who  gives  evidence. 

You  have  the  right  to  appeal  a treatment  order  or  other  written  decision  of  the 
Review  Panel. 


19 


General  Rights 

You  have  the  right  to  contact  and  receive  visits  from  your  lawyer  at  any  time. 

You  may  arrange  legal  representation  for  your  Review  Panel  hearing  if  you  so 
desire.  Appeals  of  Review  Panel  decisions  are  made  to  the  court  of  Queen’s 
Bench,  and  will  require  the  assistance  of  a lawyer. 

You  have  the  right  to  confidentiality  for  all  clinical  records  pertaining  to  your 
care  in  hospital,  and  for  any  communications  written  by  you  or  to  you.  Hospital 
staff  cannot  open,  read,  withhold  or  interfere  with  the  delivery  of  your  correspon- 
dence. 

You  have  the  right  to  receive  visitors  during  visiting  hours  fixed  by  the  hospital 
unless  your  doctor  thinks  that  visitors  would  be  harmful  to  your  health. 

You  have  the  right  to  contact  the  office  of  the  Mental  Health  Patient  Advocate 
regarding  any  questions  or  concerns  that  you  might  have  with  respect  to  your 
rights  or  care  while  in  hospital. 

For  additional  information  call  the  Mental  Health  Patient  Advocate  Office  at: 

• Edmonton:  422-1812 

• Other  Centres  in  Alberta: 

Call  Local  RITE  Operator  — ask  for  422-1812 
(No  long  distance  charges  apply) 
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Facilities  Designated  Under  The  Mental  Health  Act 

The  following  fourteen  hospitals  are  designated  under  the  Mental  Health  Act  as 
facilities  for  the  care,  observation,  examination,  assessment,  treatment,  detention 
and  control  of  persons  suffering  from  mental  disorder: 

• The  Alberta  Hospital  Edmonton; 

• The  Alberta  Hospital  Ponoka; 

• The  Calgary  General  Hospital:  Bow  Valley  Centre; 

• Canadian  Forces  Hospital,  Cold  Lake; 

• The  Caritas  Health  Group: 

• Grey  Nuns  Hospital,  Edmonton; 

• Misericordia  Hospital,  Edmonton; 

• The  Foothills  Provincial  General  Hospital,  Calgary; 

• Fort  McMurray  Regional  Hospital; 

• The  Holy  Cross  Hospital,  Calgary; 

• Lethbridge  Regional  Hospital; 

• Medicine  Hat  Regional  Hospital; 

• Queen  Elizabeth  II  Hospital,  Grande  Prairie; 

• Royal  Alexandra  Hospital,  Edmonton; 

• University  of  Alberta  Hospitals,  Edmonton. 

The  Forensic  Services  Unit  of  The  Calgary  General  Hospital  and  The  Alberta 
Hospital,  Edmonton  are  designated  as  facilities  for  the  purposes  of  section  13  of 
the  Act. 


21 


Mental  Health  Act 

Part  6 — Mental  Health  Patient  Advocate 

Definition 

44  In  this  Part,  “Patient  Advocate”  means  the  Mental  Health  Patient  Advocate 
appointed  under  section  45. 

Patient  Advocate 

45(1)  The  Lieutenant  Governor  in  Council  shall  appoint  a Mental  Health 
Patient  Advocate,  who  shall  investigate  complaints  from  or  relating  to  formal 
patients  and  exercise  such  other  powers  and  perform  such  other  duties  as  are 
prescribed  in  the  regulations. 

(2)  The  Lieutenant  Governor  in  Council  may  make 
regulations 

(a)  respecting  the  powers  and  duties  of  the  Patient  Advocate; 

(b)  requiring  boards  to  make  available  any  information  referred  to  in  the 
regulations  for  the  purpose  of  an  investigation  by  the  Patient  Advocate. 

Employees  and  advisors 

46(1)  In  accordance  with  the  Public  Service  Act  there  may  be  appointed  any 
employees  required  to  assist  the  Patient  Advocate  in  performing  his  duties  under 
this  Act. 

(2)  The  Patient  Advocate  may  engage  the  services  of  lawyers,  psychiatrists  or 
other  persons  having  special  knowledge  in  connection  with  his  duties  under 
this  Act. 

Annual  report 

47(1)  As  soon  as  possible  after  the  end  of  each  year,  the  Patient  Advocate  shall 
prepare  and  submit  to  the  Minister  a report  summarizing  his  activities  in  that  year. 

(2)  On  receiving  a report  under  subsection  (1),  the  Minister  shall  lay  a copy  of  the 
report  before  the  Legislative  Assembly  if  it  is  then  sitting,  and  if  not,  within  1 5 days 
after  the  commencement  of  the  next  ensuing  sitting. 
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Definitions 

1 In  this  Regulation, 

(a)  “Act”  means  the  Mental  Health  Act; 

(b)  “formal  patient”  includes  a person  who  has  been  a formal  patient; 

(c)  “Patient  Advocate”  means  the  Mental  Health  Patient  Advocate  appointed 
under  the  Act. 

Delegation 

2 The  Patient  Advocate  may  in  writing  delegate  to  any  person  holding  any 
office  under  him  any  power  or  duty  conferred  or  imposed  on  him  under  the 
Act  or  the  regulations  under  the  Act,  except  the  power  of  delegation  in  this 
section  and  the  power  or  duty  to  make  any  report  under  the  Act  or  regula- 
tions. 

Power  to  act  on  a complaint  relating  to  a formal  patient 

3(1)  On  receipt  of  a complaint  from  or  relating  to  a formal  patient,  the  Patient 
Advocate 

(a)  shall  notify  the  board  of  the  facility  in  which  the  formal  patient  is  de- 
tained of  the  nature  of  the  complaint, 

(b)  shall  notify  the  formal  patient,  in  writing,  that  a complaint  has  been 
received,  of  the  nature  of  the  complaint  and  of  any  investigation  arising 
from  the  complaint, 
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(c)  if  a person  other  than  a formal  patient  is  named  in  the  complaint,  shall 
notify  that  person  of  any  investigation  arising  from  the  complaint,  and 

(d)  shall  make  any  contact  with  the  formal  patient  and  conduct  any  investi- 
gation of  the  complaint  that  the  Patient  Advocate  considers  necessary. 

(2)  If  a complaint  relates  to  a formal  patient  who  has  been  transferred  from  one 
facility  to  another,  the  notice  under  subsection  (1)  (a)  shall  be  provided  to  the 
boards  of  both  facilities. 

(3)  A formal  patient  and  a person  who  has  received  notice  of  an  investigation 
under  subsection  (1)  (c)  has  the  right  to  make  representations  to  the  Patient 
Advocate  relating  to  the  complaint. 

(4)  The  Patient  Advocate  may  investigate  a complaint  only  as  it  relates  to  the 
period  during  which  the  person  who  is  the  subject  of  the  complaint  was 
subject  to  2 admission  certificates  or  2 renewal  certificates. 

(3)  On  receipt  of  a complaint,  the  Patient  Advocate  shall  provide  to  the  formal 
patient  and  to  the  complainant,  as  far  as  is  reasonable,  information  respecting 
the  following: 

(a)  the  rights  of  the  formal  patient  under  the  Mental  Health  Act; 

(b)  how  the  formal  patient  may  obtain  legal  counsel; 

(c)  how  to  make  an  application  to  the  review  panel; 

(d)  how  to  commence  an  appeal  to  the  Court  of  Queen’s  Bench. 

Power  to  initiate  an  investigation  without  a complaint 

4 The  Patient  Advocate  may,  without  receiving  a complaint,  initiate  and 
conduct  an  investigation  into 

(a)  any  procedure  of  a facility  relating  to  the  admission  of  a person  detained 
in  the  facility  pursuant  to  the  Act,  and 

(b)  any  procedure  of  a facility 

(i)  for  informing  a formal  patient  of  his  rights,  or 

(ii)  for  providing  information  as  required  by  the  Act  to  guardians,  nearest 
relatives  or  designates  of  a formal  patient. 


Procedures 

3(1)  The  Patient  Advocate 

(a)  shall  maintain  a record  relating  to  every  complaint  and  every  investiga- 
tion under  this  Regulation,  and 
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(b)  may  make  any  inquiries  he  considers  necessary  to  conduct  an  investiga- 
tion. 

(2)  The  Patient  Advocate  shall  notify  the  board  of  a facility  of  his  intention  to 
contact  a patient  or  a formal  patient  of  the  facility  and  the  board  shall  grant 
the  Patient  Advocate  access  at  all  reasonable  times. 

(3)  The  Patient  Advocate  shall  notify  the  board  of  a facility  of  his  intention  to 
carry  out  an  investigation  that  relates  to  the  facility,  whether  the  investiga- 
tion arises  pursuant  to  section  3 or  4. 

(4)  The  Patient  Advocate  is  not  required  to  hold  a hearing. 

(3)  If  the  Patient  Advocate  requests  in  writing  from  the  board  of  a facility 

(a)  any  policy  or  directive  of  the  facility, 

(b)  any  medical  or  other  record  or  any  information,  file  or  other  document 
relating  to  a patient  or  a formal  patient  who  is  the  subject  of  an  investiga- 
tion under  section  3 or  4,  or 

(c)  any  other  information,  file  or  document  relating  to  an  investigation  under 
section  3 or  4, 

the  board  shall,  within  a reasonable  time  after  receipt  of  the  request,  provide 
access  to  the  materials  requested. 

(6)  If  the  Patient  Advocate  so  requests,  the  board  shall  provide  a copy  of  any 
materials  requested  under  subsection  (3). 

Disclosure 

6 The  Patient  Advocate  shall  not  disclose  information  obtained  in  the  course  of 
an  investigation  except  as  required  by  law  or  in  the  performance  of  his  duties 
under  the  Act  or  this  Regulation. 

Report 

7(1)  On  completion  of  an  investigation,  the  Patient  Advocate  shall  prepare  and 
send  to  a board  a copy  of  the  report  of  the  investigation. 

(2)  A report  that  contains  recommendations  shall  state  the  reasons  for  the  recom- 
mendations. 

(3)  If  a report  is  sent  to  a board  under  subsection  (1)  and  within  a reasonable 
time  after  the  report  is  sent  to  the  board  the  Patient  Advocate  is  of  the  opin- 
ion that  the  board  has  not  taken  appropriate  action  on  any  recommendation, 
the  Patient  Advocate  shall  send  a copy  of  the  report  and  the  board’s  response, 
if  any,  to  the  Minister. 
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Frivolous  complaint 

8 The  Patient  Advocate  may  refuse  to  investigate  or  cease  to  investigate  a 
complaint  if  in  his  opinion 

(a)  the  subject  matter  of  the  complaint  is  trivial, 

(b)  the  complaint  is  frivolous  or  vexatious,  or 

(c)  having  regard  to  all  of  the  circumstances,  no  investigation  is  necessary. 

Notice  to  complainant 

9 The  Patient  Advocate 

(a)  shall  inform  a formal  patient  of  the  disposition  of  any  complaint  that 
relates  to  the  formal  patient,  and 

(b)  may  inform  a complainant  of  the  disposition  of  any  complaint  initiated 
by  the  complainant. 

Coming  into  force 

1 0 This  Regulation  comes  into  force  on  January  1,  1990. 


